Objectives-Large socioeconomic diVerences exist in disease and mortality. This paper describes the distribution of specific medical reasons for sickness absence by grade of employment in the Whitehall II study and validates the medical reason by comparison with general practitioners' records. Methods-Analysis of sickness absence data on 5620 male and female civil servants aged 35-55 years. Data have been collected from 12 of the 20 London based civil service departments participating in the Whitehall II study, where medical reason for absence was available. Rates and distributions of reasons for absence for short spells (<7 days) and long spells (>7 days) were analysed. Results-Respiratory disorders and gastroenteritis accounted for over half of all spells of absence, with headache and migraine, musculoskeletal disorders, injury, and neurosis accounting for a further 20%-30% of absences. There was an inverse association with employment grade, the lower the grade the higher the rate of absence for both short spells (<7 days) and long spells (>7 days). In general, women had higher rates of absence than men. Comparison of reason for very long spells of absence (>21 days) showed moderate agreement between civil service and general practitioner. Conclusion-There is a lack of national comprehensive data on sickness absence and medical reason for absence, in particular for women and for spells of diVerent duration. Data from the Whitehall II study show large employment grade and sex diVerences in the distribution of medical reasons for absence that are similar to socioeconomic diVerences in morbidity documented in other studies. Possible explanations include the subjective nature of illness and disease; the work/family interface; and the influence of the absence culture. Longer term follow up will provide information on whether sickness absence relates to serious morbidity and mortality. (Occup Environ Med 1998;55:91-98) Keywords: sickness absence; sex diVerences; socioeconomic status Sickness absence is an important occupational problem with more than 187 million working days lost each year through sickness, with a cost to British business estimated at £12 billion.
1
The decision to be absent from work is determined by several social, psychological, and physical factors. Despite the financial costs and loss of productivity, there is no survey in the United Kingdom which provides comprehensive data on sickness absence or medical reasons for absence.
In the Whitehall II study, we have documented diVerences in rates of sickness absence by sex and employment grade, and have identified factors that contribute to the socioeconomic gradient. 2 Several other studies have found a similar association between occupational status and sickness absence, [3] [4] [5] [6] and have identified factors contributing to sickness absence. [6] [7] [8] [9] [10] [11] However, few studies have attempted to examine the distribution of reasons for sickness absence by social class or by sex. 6 Although most companies record information on absence from work, comparisons between organisations are problematic due to the diVerent populations surveyed and the different methods of data collection used. Comparability between studies is often hindered due to the use of poorly defined disease classification systems and an inability to compare reasons for absences for spells of different duration. Also, when data are collected, they are usually recorded for pay purposes so that the reason for absence is generally considered less important.
The opportunity to further investigate sickness absence and in particular, reason for absence, comes from the Whitehall II study, a longitudinal survey of health and disease among 10 308 male and female civil servants. As well as a detailed sociomedical examination, information on duration and reason for sickness absence was obtained. In this paper we examine the relation between various sociodemographic factors and reasons for absence for short spells (<7 days) and long spells (>7 days). Also, we compare the civil service reason for very long spells of absence (> 21 days) with further diagnostic information provided by the general practitioner (GP).
Method
All non-industrial civil servants aged 35-55 working in the London oYces of 20 departments were invited to participate in the study. The overall response rate was 73% (74% for men and 71% for women). The true response rates are likely to be higher because around 4% of those on the list of employees had moved before the study and were thus not eligible for inclusion. As previously reported, there were diVerences in response rate by grade of employment, particularly for men. 12 In total, 10 308 civil servants participated, of whom 66.9% (6895) were men and 33.1% (3413) were women. Between September 1985 and March 1988, participants completed questionnaires and attended a screening examination; the details of data collected have been reported elsewhere. 12 
GRADE OF EMPLOYMENT
Information on grade of employment was obtained by asking all participants to give their civil service grade title. On the basis of salary, the civil service identifies 12 non-industrial grades, which, in order of decreasing salary, comprise seven unified grades, senior executive oYcer (SEO), higher executive oYcer (HEO), executive oYcer (EO), clerical oYcer, clerical assistant, and oYce support staV. Other professional and technical staV are assigned by the civil service to one of these grades on the basis of salary. There was a steep increment in salaries between grade categories-from an annual salary in 1987 of £3061-£5841 in the clerical and oYce support grades to £18 020-£62 100 in the unified grades 1-6. There were also considerable diVerences in other socioeconomic indicators (education, housing tenure, car ownership, and father's occupation) by grade of employment and these have been described elsewhere. 12 For analysis, we have combined unified grades 1-7 into one group (administrative), the executive grades into a second group (executive/professional), and the clerical and oYce support staV into a third group (clerical/oYce support).
SICKNESS ABSENCE RECORDS
At the time of screening, participants' consent was sought to monitor their sickness absence record and to write to their GPs for further details on absences. A total of 93% (9564) of participants gave consent and of these 96% (9179) were linked with their record. Computerised sickness absence records were obtained annually from civil service payroll centres. Reason for absence was recorded in 12 of the 20 departments participating in the Whitehall II study, and thus, was available for 61% (5626) of participants linked with their records. Reason for absence was not available for 39% (3553) of participants as they were based in departments with payroll centres which did not record reason for absence. Absence for maternity leave was excluded from analyses. The sickness absence policy in the civil service at the time of data collection was as follows: for absences of seven days or less, civil servants were able to complete their own certificate explaining the reason for absence; for absences longer than seven days, the GP had to complete a medical certificate. If employees were absent for more than 14 self certified days a year or more than 90 days in total over two years, they were referred to the Occupational Health Service for assessment. All employees received full pay during a period of absence up to six months in any 12 months. Absences for social reasons (for example, looking after dependent relatives, or general medical appointments) were permitted if the absence was accompanied by a medical certificate, but the policy was less clear for short spells and relied on participants providing this information on the certificates.
REASON FOR ABSENCE
From the baseline screening in 1985 to the end of 1990 there were 29 419 spells of sickness absence among the 5626 participants working in departments where reason for absence was coded. Detailed information on reason for absence was available for 94% (27 663 ) of these spells. The reason for absence was coded by the civil service with a four digit code based on the C list of the eighth revision of the international classification of diseases (ICD-8). 13 For the purpose of analyses the codes were converted to disease categories with the morbidity coding system of the Royal College of General Practitioners (RCGPs), 14 which is comparable with the ICD-8. Not all civil service reason codes were present in the RCGP classification: of the 427 civil service codes, 75% were identified in the RCGP classification and converted to the appropriate disease category. The remaining 25% of civil service codes were allocated to similar but not identical disease categories. For example, the civil service reason "gastric infection" was not present in the RCGP classification but was classified alongside similar reasons in the disease category "infectious and parasitic diseases". The disease category "symptoms, signs, and ill defined conditions" consisted mainly of investigations, treatments, and symptoms not classified elsewhere.
MODIFICATION OF RCGP CLASSIFICATION
The morbidity coding system was modified with the addition of four new disease categories. The extra categories were formed as it was thought that some reasons responsible for a high proportion of short absences were inappropriately classified under the original RCGP system. For example, in the RCGP system "headaches" were classified under symptoms, signs, and ill defined conditions; "migraines" under diseases of nervous system; "diarrhoea and vomiting" under infections and parasitic diseases; and various stress related conditions were classified under mental diseases and symptoms, signs, and ill defined conditions. Four new disease categories were created to take account of these modifications: (a) gastroenteritis; (b) headache and migraine; (c) neurosis; and (d) neurosis ill defined (table 1) . Conditions for which there was a clear cut diagnosis of minor psychiatric disorder-for example, neurotic depression, anxiety state, phobia-were included in neurosis. Where the terminology was vague or ambiguous they were classified as neurosis ill defined-for example, emotional upset, nervous breakdown, and nervous trouble.
RELIABILITY OF REASONS FOR SICKNESS ABSENCE

RECORDS
The absence records are primarily used for pay purposes by the civil service. It is therefore possible that the civil service reasons for absence may be less accurate than the dates of absence. To assess the accuracy of the data on reason for absence, participants' GPs were asked to provide further information for all very long spells (> 21 days) that occurred from 1985-90. A total of 1647 questionnaires were posted, each indicating when the participant's absence had occurred. General practitioners were asked to specify the reason for absence and to provide copies of hospital discharge letters and summaries of investigations if available. This enabled us to assess the accuracy of reasons for absence as well as obtaining further diagnostic information. Overall 92% of GPs responded after three letters and a telephone reminder. Most (81%) of the GPs provided further information. Reasons for not providing information were GP refused (4%); no record of absence (3%); participant had left practice without trace (3%); and participant had died (1%).
The GPs could specify in their follow up questionnaire more than one reason for absence. Consequently we examined agreement between civil service records and information provided by the GP for four main disease categories where (a) the GP provided one reason and (b) the GP provided several reasons for absence (table 2) .
STATISTICAL ANALYSIS
Short spells (<7 days) and long spells (>7 days) of sickness absence were analysed separately. For each person, the number of spells of sickness absence of each type were computed and the follow up period was measured in person-years. Age adjusted rates of spells of sickness absence were calculated for men and women separately, by direct standardisation, with the total sample as standard, and these rates are expressed per 100 personyears.
The trend in rates of sickness absence across employment grade was tested for significance by fitting a Poisson regression model to the data and including age and a linear term for grade. Further details of this method are given elsewhere. 2 The distribution of reasons for absence and agreement between the civil service and general practitioner are expressed as percentages.
Results
RELIABILITY OF REASONS FOR ABSENCE
To evaluate the reliability of the civil service records, the civil service reason for very long spells of absence (> 21days) was compared with further diagnostic information from the GP (All absences >21 days regardless of whether they had a reason coded by the civil service were posted to GPs for further information. Comparison of reasons for absence was only possible when both a civil service and GP reason were available. Comparison was therefore made on 664 absences in which both a civil service and GP reason were available.) Agreement was examined at two levels: (a) the specific reason; and (b) the disease category. Overall, there was agreement on 64% (95% confidence interval (95% CI) 60% to 68%) of absences between the civil service and GP, with agreement on specific reason for 36% and agreement on disease category (but not specific reason) for 28% of absences. Table 2 shows agreement rates between the civil service and GP for four main disease categories. In general, the agreement was higher when the GP provided more than one reason, with a total agreement of 77% for one reason compared with a total agreement of 90% when more than one reason was provided (table 2) .
There were several possible explanations for the disagreement on reason for absence between the civil service records and GPs, diagnostic information: (a) the civil service may have coded the reason for absence on the certificate incorrectly; (b) the GP may have recorded one reason on the certificate and a diVerent reason in the notes; and (c) the GP Values are n (%).
may have provided us with incorrect information. We were unable to investigate explanations (a) and (b) as it was not feasible to go back to the civil service to check on the accuracy of the certificates. We were, however, able to estimate how much explanation (c) may have contributed to the proportion where there was disagreement. For those absences where there was disagreement (n=242), a research assistant visited a sample of the practices to verify from the medical records the diagnostic information given to us by the GP. Forty three practices were visited; this represented 18% of absence disagreements. Both the GP and civil service reasons were correct in 14 cases (33%) as the absences were for multiple reasons. The errors in the remaining 29 cases were evenly divided between information provided by the GPs and reason for absence recorded by the civil service.
REASON FOR ABSENCE
Respiratory disorders and gastroenteritis accounted for between 50%-60% of all spells of absence, with headache and migraine, musculoskeletal disorders, injury, and neurosis ill defined accounting for a further 20%-30% of absences. The proportion of absences due to specific disease categories was similar for men and women. However, across all disease categories, women had higher rates of absence than men (table 3). All subsequent results will therefore focus on rates of absence.
REASON FOR ABSENCE BY EMPLOYMENT GRADE
In this analysis we grouped the employment grades into three employment groups: (a) administrative, (b) professional/executive, and (c) clerical and oYce support. In general there was a striking inverse association with employment grade, the lower the grade the higher the rate of absence. Within employment grade, women had generally higher rates of absence than men, with the exception of short spells in the clerical and oYce support group where men had higher rates than women.
For short spells (<7 days), the grade diVerential was particularly high for gastroenteritis, headache and migraine, neurosis ill defined, musculoskeletal, injury, ill defined conditions (mainly treatment and investigations), and digestive disorders, and for women genitourinary disorders, with rates four to 16 times higher for these disease categories in the lower clerical/oYce support group (table 4) . For long spells (>7 days) the gradient was most obvious for musculoskeletal and respiratory disorders, injury, and neuroses, and for women genitourinary disorders (table 5) .
For cardiovascular disorders there was a gradient for men but not women, with men in the lower employment groups having up to nine times higher rates for short and long spells. Interestingly, for women there was a slight but non-significant gradient in the opposite direction with higher rates of cardiovascular disorders in the higher employment Table 6 shows rate ratios compared for diVerent disease categories controlling for the eVects of age and employment grade. For short spells (<7 days) there were some disease categories where men had an excess ratenotably, gastroenteritis, musculoskeletal and digestive disorders, and ill defined conditions; and for long spells (>7 days) men had an excess rate for headache and migraine, and digestive and cardiovascular disorders, although the difference between men and women was not significant. However, after controlling for employment grade women still had particularly high rates for some disease categories, notably for short spells, in which women had twice the rate of absence for headache and migraine and six times higher rate for genitourinary disorders; and for long spells, where women had two to four times higher rates of respiratory disorders, surgery, ill defined conditions, and genitourinary disorders.
Discussion
Sickness absence imposes considerable direct and indirect costs on the employer, yet despite these costs, there is no survey in the United Kingdom which provides comprehensive data on sickness absence or the medical reasons for absence. The general household survey used to collect information on reasons for absence classified into four general categories. However, since 1984 this source of information has been omitted, and the general household survey now only asks about longstanding illnesses and restricted activity during the previous 14 days. 15 In the Whitehall II study we were able to compare the distribution of reasons for absence for short (< 7 days) and long (> 7 days) spells for men and women in diVerent grades of employment.
ACCURACY OF MEDICAL CERTIFICATES
The accuracy of a medical certificate depends on the ability of the general practitioner to determine when a person must stop work because of illness or injury and when she or he may go back to work. Many of the most common illnesses have few, if any objective signs-for example. backache and minor psychiatric disorders. It is therefore diYcult to diagnose these conditions with certainty and to determine the extent to which ability to work is impaired. It is interesting to note that in the Whitehall II study, these common illnesses made the greatest contribution to the grade diVerentials in sickness absence.
It is beyond the scope of the study to investigate objective ways of judging a person's ability to work. However, we were able to compare reasons for absence in the civil service records with further information provided by the participants' GPs for further information. There was overall agreement on 64% of absences between the civil service and GP, with agreement on specific reason for 36% and agreement on disease category (but not specific reason) for 28% of absences. This type of comparison is rarely carried out, but studies which have looked at these comparisons have reported agreement between certificate and illness recorded, especially if broad diagnostic groups are used. 7 Also, we found that agreement was higher if the GP provided more than one reason for absence, suggesting that absences are often due to multiple reasons and therefore follow up to GPs should allow for disclosure of more than one reason.
We visited a sample of the practices (18%) in which there was disagreement between the civil service and GP and found that a third of the absences were due to multiple causes. The disagreement had arisen because only one reason for absence could be recorded by the civil service. The remaining disagreement was equally divided between the civil service and GPs. Possible reasons for the disagreement include: the time delay in contacting GPs for further information on absences that occurred up to four years previously; and GPs having to rely on records they may not have completed at the time of the absence. The national morbidity survey 16 asked GPs how confident they were with their diagnosis made at a consultation, this varied between 12%-89%. It is often diYcult to make a confident diagnosis at a first consultation especially if there are vague/subjective symptoms, with hindsight a diagnosis may become more evident. Haland Haldorsen et al 17 found a lack of consensus among GPs on whether to issue a sickness certificate when faced with subjective complaints, particularly musculoskeletal pain, psychiatric disorders, and social cases. They suggest that a decision criteria for GPs should be identified and implemented to enable GPs to reach a consensus on issuing sickness certificates when faced with vague and subjective complaints. Errors occurring at the coding stage within the civil service and in the GP notes may also have contributed to the disagreement.
REASONS FOR ABSENCE
Overall, the most frequent reasons on certificates were respiratory disorders and gastroenteritis, with absences for these two disease categories accounting for 50%-60% of all spells. The importance of other reasons for absence diVered by duration of spell with respiratory disorders, headache and migraine, and gastroenteritis being more frequent for short spells; and surgery, neurosis, and musculoskeletal and respiratory disorders being more frequent for long spells of absence. These reasons are similar to those found in other studies, 3 6-8 18 although not all of these studies classified reason for absence by sex, or by duration. Short spells of <7 days were self certificated so it is diYcult to assess the accuracy of the reasons reported. In this analysis, most short spells for gastroenteritis were due to stomach upset, and most short spells for respiratory disorders were due to colds and flu. Respiratory disorders continued to be a common reason for longer absences, whereas gastroenteritis and headache and migraine were more important for short spells. The Industrial Society 19 in a survey of absence from work in 592 organisations asked employers what they considered to be the true reasons for absence; absences reported as colds and flu were thought to be genuine, whereas absences reported as stomach upset were thought to be a cover for emotional or personal problems or stress. Kristensen 10 in a study of Danish slaughterhouse workers identified job strain and sex as the two most important factors for high rates of sickness absence, and a recent survey by MIND reported that the work environment had replaced the home as the principle focus for stress. 20 Employees may well be using short spells of absence as a coping strategy to enable them to deal with stressful roles both at work and at home. 10 
GRADE DIFFERENCES IN REASONS FOR ABSENCE
Several studies have found an association between employment status and ill health with reports of higher rates of sickness absence among less skilled non-manual and manual employees. [2] [3] [4] [5] [6] In the Whitehall II study there was a steep grade gradient in rates of both short and long absences with higher rates in the lower employment grades. 2 Although socioeconomic diVerences have been documented in sickness absence, few studies have looked at the distribution of reasons for absence by sex or by social class.
The largest grade diVerences for men were for respiratory disorders, gastroenteritis, headaches and migraine, musculoskeletal and digestive disorders, and ill defined conditions, and for women musculoskeletal disorders, neurosis ill defined, and genitourinary disorders. Similar socioeconomic diVerences have been documented for other measures of morbidity. The national morbidity survey found that the proportion of patients consulting their GP increased from social classes I to IV, and that the diVerences were greater for patients consulting for diseases and conditions categorised as serious rather than trivial. 21 The general household survey also found a similar gradient for both men and women reporting longstanding illness and limiting longstanding illness between manual and non-manual socioeconomic groups. The four most often reported longstanding conditions were disorders of the musculoskeletal, circulatory, respiratory, and digestive systems and all showed an inverse gradient by socioeconomic status. 15 The health and lifestyle survey also reported that there were clear diVerences between non-manual and manual occupational groups which applied to several measures of ill health as well as several types of conditions. 22 It is interesting to note that the employment gradient in sickness absence identified by North et al 2 is replicated and even more pronounced for certain reasons for absence.
The influence of the absence culture needs to be considered when interpreting the grade diVerences in reasons for absence. 23 Anecdotal evidence suggests that managers and professionals are more likely to be absent from work without record than employees with lower status. This may, in some part, explain the gradient for short spells of absence among the higher grades, but it is unlikely to explain the gradient in lower grades and for long spells that require a medical certificate. Attitudes about acceptable levels of sickness absence may also diVer by grade of employment and sex, but this is less likely to contribute to the gradient in long spells. Certain reasons for absence may also be more acceptable in certain employment grades and for women more than men.
SEX DIFFERENCES IN REASONS FOR ABSENCE
Taking account of employment grade, women generally had higher rates of both short and long spells of absence. This is consistent with other studies comparing sickness absence in men and women 6 10 11 and with publications on sex diVerences in reported morbidity. [24] [25] [26] The current debate is whether the sex diVerence is social, psychological, or genetic in origin, with hypotheses emphasising risks from roles and stresses, attitudes underlying symptom perception, health actions, and the reporting of health problems. 24 One of many hypotheses put forward to explain women's higher morbidity has focused on the fact that the comparisons of health have often been made between diVerent populations: men and women in diVerent work settings; or between men in paid employment and women at home. Consequently the potential confounding eVects of employment status or roles at home have been neglected. A particular strength of the Whitehall II study is the homogeneity of the sample and the ability to compare men and women in similar employment grades. Overall women tended to have higher rates of reasons for absence when comparing men and women in similar grades. This is consistent with studies which report a higher rate of minor morbidity among women, whereas men have higher rates of more serious morbidity and mortality. [24] [25] [26] [27] The reporting of higher levels of morbidity in women may be a consequence of their position within the employment grade structure. In the Whitehall II study, 50% of women were employed in the clerical and oYce support grades compared with 9% of men. Comparing rate ratios for reasons for absence adjusted for employment grade showed that there were several disease categories in which men tended to have an excess-notably, gastroenteritis, musculoskeletal and digestive disorders, and ill defined conditions for short spells, headache and migraine, and digestive and cardiovascular disorders for long spells. These results suggest that the pattern of sex diVerences in morbidity may not always be in the direction of a female excess, but may be dependent on the specific symptoms or conditions under study. 28 Women still tended to have higher rates of absence for some disease categories after adjustment for grade, notably for short spells, headaches and migraines, neurosis, and cardiovascular and genitourinary disorders, in which rates were two to five times higher than in men. Similarly, for long spells women had particularly high rates of absence for respiratory disorders, neurosis, surgery, ill defined conditions, and genitourinary disorders with rates two to three times higher than in men. Few studies have documented reason for absence by sex and social class, but in those that have, similar results have been found. 6 It has been suggested that the largest sex difference in disease categories for which men and women seek medical care are those which represent mild morbidity and those in which there is more discretion in defining illness or the need for care, the diVerences being due to the way symptoms are perceived, evaluated, and acted on. 25 It may also be that the health effects of the work/family interface are greater for women, resulting in women experiencing more minor subjective illnesses. Alternatively the work/family interface may be the actual reason for the absence, but a subjective medical reason may be given because it is considered more acceptable. This could be consistent with women's greater reporting of absence for headache and migraine, neurosis, and ill defined conditions, but it does not explain the higher rates of long spells for respiratory disorders and surgery. The increase in short absences for cardiovascular disorders was mainly due to absences for chest pain and hypertension. This is likely to be related to women's excess reporting of angina found at the screening examination. 12 Also, women's greater use of health services means that they are more likely to be screened and therefore, possibly identified and treated for hypertension. Haynes et al 29 found that regardless of whether antihypertensive treatment was begun, labelling of patients as hypertensive resulted in increased absenteeism from work. Use of health services and labelling of disease are obviously important explanations for sex diVerences in sickness absence. We have not been able to consider these issues in this analysis, but they will be pursued in our longitudinal analyses, together with the work/family interface and multiple roles as possible explanatory factors to explain sex diVerences in health.
MORBIDITY AND MORTALITY
Martikainen 30 in a prospective study of mortality in Finland, found that mortality increased as the number of sick days increased. The Whitehall II study has been using sickness absence data as a general measure of morbidity because of its strong association with measures of ill health taken at the baseline examination. 31 Can sickness absence in the Whitehall II study therefore, be used as a useful predictor of serious morbidity and mortality? The main causes of mortality for men and women are from cardiovascular and respiratory diseases and cancers. 32 Morbidity from certain causes-for example, cancers-is often underreported and is often coded as chronic illness. 33 The rates of absences for these reasons were small in this analysis, presumably because of the age of the cohort, although respiratory disorders were found to be a main cause of both short and long spells of absence. The most common causes of medical retirement in the civil service are for cardiovascular and mental disorders. 3 Recent statistics from the Department of Social Security on 1% of those claiming sickness and invalidity benefit show that ischaemic heart disease, musculoskeletal disorders, and mental illnesses are the main causes of disease for those claiming benefit. 34 Our data show that musculoskeletal and mental disorders are among the main reasons for long spells of absence for both men and women. Clearly as we collect more data and the age of the study population increases, we will be able to examine whether sickness absence for particular disease categories predicts subsequent serious morbidity and mortality.
REPRESENTATIVENESS OF THE SAMPLE
The analysis was based on 61% of participants. The remaining 39% of participants were based in departments with payroll centres that did not record reason for absence. The percentage of missing reasons for absence in departments where reason was recorded was small and was similar across employment groups for women, although in men it was slightly higher in the lower employment group. The civil service is at present introducing a comprehensive coding schedule which all departments and payroll centres will use. Civil servants from departments that code reason for absence are unlikely to diVer in terms of potential confounders from those departments that do not.
Conclusion
We report large sex and employment grade differences in the distribution of medical reasons for sickness absence that are similar to diVerences in morbidity documented in other studies. [2] [3] [4] [5] [6] Possible explanations include the subjective nature of illness and disease; the work/family interface; and the influence of the absence culture.
There was moderate agreement on reason for absence between the civil service and GP for very long spells of absence (>21 days), although little is known about agreement for shorter absences where participants completed their own certificate.
In the Whitehall II study, both men and women within grades were engaged in similar work, so not subject to diVerent occupational exposures. We are at present collecting further information on diVerent aspects of participants' work and home lives, with particular focus on psychosocial factors. This may enable us to explain why those in the lower employment grades experience and report poorer health, as do women after taking account of employment grade. As follow up continues, it will also be possible to examine how sickness absence relates to serious morbidity and mortality.
